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for managing individual cases.   (Kearney [1992] provides a comprehensive overview of the origins and operations of poison control centers.)
Hospital ED and Other Providers
Telephone advice in pediatric and emergency medical care has been a subject of attention for at least 20 years (see, generally, Ott et al., 1974; Greitzer et al., 1976; Perrin and Goodman, 1978; Brown, 1980; Schmitt, 1980; Shah et al., 1980; Fosarelli, 1983; Knowles and Cummins, 1984; Selbst and Korin, 1985; Verdile et al., 1989; Kosower et al., 1991, forthcoming; Avner et al., 1992; Isaacman et al., 1992b; Yanovski et al., 1992). It appears to be widely available from EDs and primary care physicians and is a specific component of the services of some HMOs. Only 8 of 61 EDs contacted in one study did not provide telephone advice services (Isaacman et al., 1992b). In another study, a group of pediatricians and family practitioners reported a weekly average of 45 telephone contacts for pediatric patients and an average of 65 office visits (Yanovski et al., 1992). Accurately assessing the nature and severity of a child's condition on the basis of information obtained from parents or other untrained observers (and even from other medical personnel) can prove difficult, however. Furthermore, giving advice without examining a child directly may pose increased liability risks (Murray and Templeton, 1993), although few malpractice claims have been made (Avner et al., 1992).
Calls do provide an opportunity to identify cases that do not require emergency attention and thus reduce the number of patients that crowded EDs must handle; moreover, telephone advice is valued by the community (Shah et al., 1980; Troutman et al., 1991). One HMO has found that only about 10 percent of calls to their after-hours line result in ED visits; for these callers, the HMO is able to direct them to an appropriate hospital and can arrange for emergency transport if necessary (Leaning et al., 1991; Wilkinson et al., 1991). Clear protocols and thorough oversight help ensure that patients are receiving sound advice.
Others, however, express concern that inappropriate advice may lead to a worsening of a child's condition and create a liability risk for the ED (Greitzer et al., 1976; Selbst and Korin, 1985; Verdile et al., 1989; Murray and Templeton, 1993). Recent studies have found that both office-based physicians and ED personnel frequently provided inappropriate advice in response to calls on separate test scenarios for serious illness: about 55 percent of the physicians (Yanovski et al., 1992) and about 40 percent of the EDs (Isaacman et al., 1992b) failed to recommend the urgent attention deemed necessary by the researchers. In a similar study of freestanding urgent care centers, 83 of 100 centers contacted failed to provide advice deemed appropriate by the investigators (O'Brien and Miller, 1990).oes not seem reasonable to expect callers into an EMS system to object to this feature, as of "emergency" is too narrow or too rigidly enforced.d protocols will be true for those problems and settings.
